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in writing. The reason for his silence he wrote, "I am not speaking on my own accord. I do not enjoy talking". He wrote about fear, hearing voices and wanting to work in his father's grocery shop but was reluctant to elaborate. He became defensive and stopped writing on detailed questioning. He has been on a daily dose of over 300 mg for eight months. He continues to be mute and unemployed, although there is some improvement in negative symptoms. However, he is able to meet his day-to-day needs.
In our patient, we considered a diagnosis of paranoid schizophrenia, where mutism had occurred later in the course of illness and did not respond to treatment. Catatonic schizophrenia was not considered due to prominent delusions and hallucinations. Mutism, which was secondary to delusional beliefs, was the only catatonic symptom present among the list in ICD-10. [5] We infer that the psychotic symptoms are resistant to clozapine and hence the patient continues to be Dismissing mutism as an old phenomenon, which occurs only with catatonic schizophrenia, may be too simplistic. It could occur in other types of schizophrenia and at varying times during the course of illness. Mutism while being a rare phenomenon can be resistant to treatment and requires further study.
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Department of Psychiatry, Christian Medical College, Vellore -632 002, Tamil Nadu, India Letters � tined lead was advanced to the apex of RV where its anchorage was confirmed on withdrawing the stylet and its position was stabilized by forming a loop against the lateral wall of the right atrium. The lead parameters were found satisfactory. At 30 months of follow-up, the pacemaker continues to function normally with optimal parameters.
Manipulation of the transvenous lead through this unusual venous route is often associated with complications. Advancing the lead through this tortuous route can subject the lead to acute bend thereby predisposing to fracture and displacement of lead and failure of pacing. Once RA is reached, further [1] Complications like wherein the stylet was placed in a semicircular curve in the RA hydrothorax have been cited on many occasions, usually with the tip of the stylet directed to the orifice of the tricuspid following subclavian vein or left IJV cannulation but rarely with valve anterioinferiorly. While the reshaped stylet was held and right IJV cannulation. [2] fixed in the RA, the lead was advanced into the RV and was implanted into the RV apex. [4] The use of a steerable stylet for A 42-year-old lady classified as ASA Grade I, underwent similar purpose was reported by Hanna-Mousa et al. [5] Recently, maximal thymectomy for Myasthenia Gravis, and had a single Srimannarayana et al have described the use of the atrial 'J' lumen 18-G Secalon â T (Becton Dickinson Critical Care stylet to guide the tined, ventricular lead across the tricuspid Systems, Pvt. Ltd., Singapore) inserted into the right IJV using valve to reach the right ventricular inflow portion. [6] standard precautions under general anesthesia. The single lumen as against the standard triple lumen catheter was This case is being reported to highlight the technical difficulties preferred due to cost constraints as well as an anticipated short that may be encountered in PPI through left subclavian vein, duration of intensive care stay needed for this surgery. the feasibility of achieving a good position of the lead in RV Maintenance intravenous fluids were infused via the central apex when introduced via PLSVC and the long-term success venous line and intermittent measurement of central venous of this technically demanding procedure in our patient. pressure (CVP) was done using a transducer during surgery.
fluid over the first six hours from the right and left pleural tubes respectively. Eight hours into the postoperative period, the right chest tube had drained 760 ml of bloodstained fluid, whereas the hourly drainage from the left chest tube was negligible. In the following two hours the urine output fell to 10 ml per hour and serum potassium levels rose to 6.3 mmol/l. The BUN was 53 mg/dl and S. Creatinine was 1.1 mg/dl. The clinical picture created an impression of imminent renal shutdown, which necessitated infusion of more crystalloids based on CVP measurements of around zero. Calcium gluconate and glucose insulin drip were given to correct hyperkalemia, which was followed by an 80 mg bolus of Furosemide. After two hours of failed resuscitative measures it was noticed that the character of the draining fluid looked similar to the infusate and that only the chest tube corresponding to the side of the IJV cannulation was continuing to have increased drain. The possibility of a leak from the central line into the right hemithorax
